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A fallow-up survey was conducted on Novamber
7, 2007, to determine the facility's compliance
with previous condition level deficiensies cited an
September 28, 2007. The findings of this survey
were based on observatlons, interviews with
direct support and administrative staff and clients,
and the review of records, including incident
reports and administrative records. The survey
findings determined that the facility remained out
of compliance with the Condltion of Participation
in Cllent Protections.

{W 104} | 483.410(a)(1) GOVERNING BODY (W 104}

The governing body must exercise general palicy,
budget, and operating direction over the facility.

This STANDARD is not met a5 evidenced by:
Based on observations, staff interviews and
record review, the facility's governing body
provided general operating direction except in the
following areas:

The findings include:

1. Cross-refer ta W149, W25 and 148. The
recognized and reported allegations of abuse In
accardance with policles to ensure the health,
safety and due proeass rights of Its clients.

2. Crogs-refer to W212 and W228. The
goveming body failed to ensure that the facility 2. See response to W212 and W225., I;?—//j/ﬂ?’
secured timely psychiatric and/or vacational :

gvaluations when indicated.

{W 122} | 483.420 CLIENT PROTECTIONS {w 122}

ORATORY DIRECTOR'S OR PROVIDER/SLIPPLIER RERRESENTATIVE'S SIGNATURE - TITLE (X6) DATE
N4 1 e Mﬁﬁ%&g&%ﬁw z 1/“5/& 7

Any deficiency staterment ending with an eslerisk (") densdes a deficiancy Which the insktulion be excuged from eofragting providing it Is determined that
other safeguards pravide sufiicient protection to the patients. (See instructions,) Except for nureing hames, the findings stated abova are disclosable 90 days
iollowing the date of survey whether or not a plan af corcection Is provided. For nurging homas, tha above findingz and plans of corraction are disclozable 14
days following the date these documents are made avalleble to the fadllly. If deficiendies e cited, an approved plan of carrection is requisita 1o continued

program partlelpation.
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{w 122}} Continued Fram page 1 {W 122}| The DoDS revis=d agency policy to meet the
The facility must ensure that specific client standards of the Departments of Health and
protections requirements are met. Disability Services., Training was provided to staff
at all Icvels on the requirements of the policy on
November 3, 2007, On November 10, 2007 the
DoD8 convened a mecting of all management s{aff
) . ) and provided waming on incident reporting md
This CONDITION s not met as §v|denced by: imvestigation. The Dixector ofOper;l::‘nns %cmvcned
The facility failed to develop and implement 2 mectin .
. ! g of the Nursing Department and the DD
effective policies and procedures to ensure the Department, whero the DoD'S trained all QMRPs,
implementation of its incident management Residential Directors (RDs), RN Supcrvisors,
systern [See W149]; failed o ensurs that all Designated Nurses, and Medication Nurses on
allegations of neglect or abuse, as well as injuries November 14, 2007 on the Incident Policy,
of unknown solrce, were reported and including notifications and investigations, The
investigated thoroughly [See W153 and 154]; and Ineident Management Coordinator (IMC) attended
failed to ensure that investigations ware reported investigation training vwith Labor Relations
ta the administrator or designated representative Associates from November 27-30, 2007 that
within flve working days of the incident [See provided her with additional training on thorough,
W18E]. complete, and timely investigative procedures, The
‘ DoDS will continue to provide maining, mentoring,
The effects of thess systemic practices results in Support and oversight on thc incident maragement
the failure of the facility to protect its clients from , System 1o ensure that staff and professionals
harm and te ensure their general eafety and well providing scevices comply with the policy and i / /
being. . requirements. : 7 3/57
W 125 | 483.420(=)(2) PROTECTION OF CLIENTS W 125
RIGHTS
The facility must ensure the rights of all cllents. Ses reyponse to W122, The
Therefore, the facility must sllow and ancourage reua.i:;l?on documenting, w&mh::l?gﬁg / 2//5/07
Individual clients to exarcise thelr rights as ¢lients family, attomey, guerdian, administrator, DDS,
of the faeility, and as citizens of the United States, DOH and investigating incidents.
ineluding the right to file complaints, and the right
to due process,
This STANDARD is not met as evidenced by:
Based on Interview and record raview during the
revisit on November 7, 2007, the facility failed to
ensure each client's right to file a complaint and
have his/her complalni fully invastigated, far one
of the five clients residing in the facility. (Client
FORM CMS-2807(02-99) Previous Versions Obgolets Evant ID; CSKJI12 Facllity i0; )9GQ34 If continuafion sheet Page 2 of 29
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W 125 | Continued From page 2 W 125
#4)

The finding heludes:

Cross-refar fo W149. On October 28, 2D08,
Client #4 infarmed staff that Client #1 had
punched hirm in the face. Interview with the
Quzlified Menta|l Retardation Professional
(QMRP) on Novernber 7, 2007, at approximately
6:00 PM, revezled that the allegation of
peer-on-peer abuse had not been reported in
accordance with facility policles. Although the
QMRP indicated that she had interviewed the two
clients at the ime the client made his allegation,
there was no written documentation available for
review to verify that the client's complaint had
been investigated. In addition, thera was no
evidence that Client #4's allegation was reported
1o outside entities, Including his mother (she
remains involved in his ¢are), in accordance with
facility policies, to ensure that his complalnt
recelved appropriate reviaw,

W 148 | 483.420(¢c)(6) COMMUNICATION WITH W 148
CLIENTS, PARENTS &
. . Sec response o W25,
The facility must notify promptly the cllent's
parents or guardian of any significant incidents, or
changes in the client's condltion including, but not
limited to, serious illness, accident, death, abuse,
or unauthorized absence. .

/2 /5/&7

This STANDARD Is not mel as evidenced by:
Based on intarview and record review during the
revlsit on Novernber 7, 2007, the facllity failed to
consistently notify the client's parants of
significant incidents, Including allegations of
physical abuse, for one of the five clients residing
It the facility. (Cllent #4)
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The finding includes:

Cross-refer to W149, On Ocinber 28, 2008,
Clisnt #4 informed staff that Client #1 had
punched him in the face. Interview with the
Qualified Mental Retardation Professional
(QMRP) on November 7, 2007, at approximately
6:00 PM, revealed that the allegation of
peer-on-peer abuse had not been reported in
accordance with facility policles, There was no
evidence that Client #4's mother (who remained
active in his care) was made gwars of har son's
allegation.

It should be noted, howaver, that the facility had
documented having notified hig mother prompily
after her san was bitten on the shoulder by Cllent
#1 an Septembar 30, 2007.

{W 148} | 483.420(d)(1) STAFF TREATMENT OF {W 148}
_ CLIENTS
_ ) See responsc 10 W125. The policics define
. . ; “incident.” The DoDS has held, and will continue
Th'.a facmty must develop and imp lem ent written 1o hold, numerons traiming sessions on Incident
policies and procedures that prohibit ] Th - "
mistreatment, neglect or abuse of the dlient. ogement. The DoDS will easurs that all stff

is clear that an individoal served s not “charged”
with responsibility for incidents when he or she is
. ; » the ageressor, bnat that staff are accountable. The
This STANDARD s nat met as evidenced by; ; S will ensure that staff understan f e
| Based an staff Interviews, review of Client #4's DoDS w that d that clieqt-

. wrer s . ' on~client aggression is still a setious reportable
medical and habilitation records as well as review . incident, and must be managed m;,,ﬂ,-ng to policy.

of the facility's incident management polley, the The client may need additionat behavioral supports

facility failed to implement written policies that and plenning, and the environment must be

provide the detail necessary to guide stafl, to ‘ adjusted as much a5 possible o prevent the

enswre that allegations of zbuse were reporied possibility of harm 1 others through a client’s

and investigated in accordance wiih federal and maladaptive behaviors. /¥ /3/47

state regulations. (Realdents #1, #2, #3, #4, #5)

The finding includes:
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{W 148} | Continued From page 4 {W 14¢]

©n Novermber 7, 2007, at 9:14 AM, interview with
the Residant Director (RD) revealed that there
had been one incident reported and investigated
since the September 28, 2007 recertification
survey. The corresponding documentation was
reviewed. At 8:20 AM, the RD stated that there
had been no other incidents reportad. At
approximately 1:35 PM, the Qualified Mental
Retardation Professlonal (QMRP) also indicated
that no other incidents had occurred since the
September 28, 2007 recertification survey. The
LLPN Designated Nurse, who was present at the
time, stated that she was unaware of any other
incldents that required nursing care (except for
Client #1's medication refusal).

Later that day, howaver, at approximately 5:25
FM, a nursing note was found in Client #4's
medical chart that Indicaied he had made an
allegation of physleal abuse. On Octaber 28,
2007, at 9:30 PM, a medication nurse
documented that a "counselor” reported an
altercation between Client #4 and 5 peer. The
progress note further indicated that the nurse had
aesessed the client and found no slgn of injury.
He did, however, document having administered
Tylenal 650 mg that evehing “for paln.”

At 520 PM, the QMRP was asked about the
incident. She stated that she had been ohslte
that evening, werking with Client#1 in the dining
mom. According to the QMRP, Client #4 told the
medication nurse that Cllent #1 had punched him
in the face. The nurse promplly came to the
dining reom and natified the QMRP_ She sald
Client #4 had not told anyonae about the alleged
attack before the nurse arrived. The QMRF
reportedly interviewed the two clients; however,
there was no writteh documentation available to
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{W 148} | Continued From page 5 W 149)

verify that an investigation had been initiated.
The other staff on duty at that time reportadly had
been in the basement with other cllents. The
QMRP further indicted that she had not viewed
this as an incident because she categorized
Client #4's allegation as a false aceusation,
Neither she nor the nurse had documenied the
allegation of abuse on an incident report. The
QMRP and LPN Designated Nurse both stated
that making false accusations was not ane of
Client #4's known target behaviars.

At approximately 6:08 PM, the QMRP was askad
whether the faclllty's policy addrassed allegations
of physical abuse. She replied that she planned
1o make a reference to Client #4's accusation
when she wrote her October QMRP Monthly Nota
in the client's record. When pressed further
about policies on reporting such allegations, at
6:08 PM, she expressed douht that tha(r policies
required an incident report i/when an gllegation
involved peer on peer allegations: "not
individuals... staff, that's an incident"

The facility's Policles and Procadures Manual
(manuzl) was reviewed, beginning at
approximately 6:10 PM. At the outset, the
mahual provided a list of definitions, which
included the following;

Abuse: “The wrongful treatment of an individual...
including, but not limited to, another individual
.| belng served, zn emplayee..."

Incidents: Included was "Allegation of abuse,"
which was marked with an asterlsk, The list
indicatad that an asterisk meant this was
catagorized by the agensy as 3 "Serleus
Reportable Incident,”
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{W 148} | Continuad From page 6 {W 148}

Serlous Reportable [ncident "A reportable
incident which, due to its significance or severity,
requires immadiate notification te, and
investigatioh by, extemal authorities, In addifian to
infernal review and investigation by the provider
agehey.,.

Review of the Incident Management Palicy,
revised 10/8/07, revealed that “Allegation of
Abuse” was listed as a Serious Raportable
Incident an the incident report form that was used
for documenting all Incidents, regardiess of
severity, as per the facility's policy,

[t should be noted that Clients #1 and #¢ have a
documented histary of altercations between the
two, some of which leq to serious.Injuries that
required treatment af hospital emergency roome,
For example, an incldent report dated September
30, 2007 and its corresponding investigation
report, described how Cllent #1 bit Client #4 on
the shoulder with liitle pravocation. The bite
broke the ekin. Cllent #4 was taken to an
emergency room for immediate cars and
antibictic treatment

It should be further noted that at approximately
3:056 PM, the QMRP and RD both stated that the
agency's Director of Disabillty Services had
reviewed their Incident Management Policies with
all nurses, RDs, QMRPs and the Incident
Managemeant Caordinator at a2 "program
management’ meeting held Thursday, Nevember
1, 2007.
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{W 149} | Contlnued From page 7 {w 149}

Previously, the September 28, 2007 survey
findings included:

Based an interview and record review, the facllity
failed fo establish and/fer implement policies to
ensure the health and safety of four of the six
clients residing in the facility. (Clients #1, #2, #4
and #5)

The findlngs Inelude:

1. The facility failed to docyment the nofification
of the State agency of significant incldents, in 1. See response to W125. /z /3/47
accordance With their incident management
policy, as follows:

Cross-refer to W153. Review of the facility’s
incident reports, investigations and cllent records
on September 25-27, 2007 revealed evidence of
four incidents of ebuse and one injury of unknown
source documented to have occurred batwaen
January 2007 and September 2007. Continued
review of the facility's incident reporis and/or
inferview falled to show avidence that the
administrator and the Department of Health were
rmade aware of the five aforementioned incidents.

[nterview with the Resldent Director (RD) and
Qualified Mental Retardafion Professional
(QMRP) was conducted on Seplember 25, 2007
at 3:21 PM and 3;44 PM respectively. They both
Indicated that staff who witnessed, discovered or
were informed of the aforementioned incldents
should have documented the incident on an
incident report pricr to end of hig/her shift. The
QNRP stated that the Department of Health
(DOM) was to be noified of all allegations of
abuse/neglect and injuries of unknown sautce
immediately, followed by written notification within
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24 hours.

Review of the facility's "Incident Management”
policy on September 28, 2007 revealed Incidents
were categorized into both reportable and serous
reportable incidents. Allegations of abuse, neglect
and injuries of unknown saurce were identified as
serious reportable incidents. According to the
policy, staff were required to “immediately call*
the case manager, the DOH, and the client's
parent or guardian for all serfous reportable
incidents. Incident repatt forms were to be
completed on "all serious reportable incidsnts”
and the incident report was to ba forwardad to the
DOH within 24 hours, However, the survey
revealed thal the facility had not consistently
notified the State agency of the incidents, in
accordance with its policies,

4. The facility failed to ensure consistent
implementation of the “investigation” component
of its Incident Management policies, as evidenced
by the following:

Cross-refer.to W153 and W164, Review of
incident reports, investigations and client records
on September 25, 2007 and September 27, 2007,
revealed two zllegations of abuse and/or neglect
(January 17,-2007 and April 8, 2007) and one
allegation of verbal abuse (May 14, 2007). The
QMRP was Interviewed on September 25, 2007,
al 3:44 PM. She stated that all allegations of
abusa were {o be investigated and completed
within five business days. Review of the facility's
"Incident Managemsnt* palicy on September 26,
2007 verified this; “all investigationa for serious
reportable incidents will be campleted within 5
business days ... " Survey findings, however,
revezled no evidence that the January 17, 2007

| management See response to W122,
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{W 148} | Continued Fram page 8 {W 149}

4 The QMRY and Resideatial Dvirector who stafied
the home from Tanuacy 2007 —May 2007 are no
longer employed by the agency. The current
QMRP and RD were brought in fo replace them,
and have been trained thoronghly on incident

123y
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and April 8, 2007 Incidents were investigated;
and, the invastigation report for the May 14, 2Q07
allegation of abuse documented that it was
submitted for review on May 24, 2007, and the
Dlrectar of Operations signed it on May 25, 2007.
{W 153} | 483.420(d)(2) STAFF TREATMENT OF W 153}
CLIENTS

The facllity must ensure that all allegations of Ses rosponse 0 W143 / 2% 3 /07
mistreatment, neglect or abuse, s well as
injuries of yunknown source, are reporied
immeadiately to the administrator or to other
officials in accordance with Stats law through
establlatad procedures.

This STANDARD = not met as evidenced by:
Based on staff interviews, revlew of Client #4's
medical and habilitation records as well as raview
‘of tha Taciity’s incldent management policy, the
facility fail=d to report all allegations of abuse in

-| accordance with federal and state regulations and |
facllity policias. .

The finding includes:

Cross-refer to W149. Accarding 1o a nursing
progress note in Cllent #4's medical chart, a
*coungelor reported to a medication nurse that
there had been an altercation between Client #4
and s peer. On Octoher 28, 2007, al 9:30 PM,
Client #4 alleged that Client #1 had punched hirmn
in the face. Interview with the QMRP revealed
that she thought the client, not a counsefor, had
first reportad the allegation of abuse fo the nurse.
The nurse then natified the QMRP. The QMRP
further indicted that she had not viewed this as an
incident hecsuse she categurizad Client #4's
allegation as a false avousation. Neither she nor |
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the nurse had documented the allegation of
abuse on an incldant report, in accordance with
agency policles. Further interview and record

| Teview revealed no evidence that Client #4's
allegation was immediately reported {0 the
Administrator and/or the Department of Health as
required.

Pteviously, the Septernber 28, 2007 survey
findings included:

| Based on interview and record revisw, the faclity
failed to ensure zll injuries of Unknown source
and allegations of abuse, were immediately
reported to the administrator and to other officials
in accordapce with State law (DC regulatlon 22
DCMR Chapter 3B, Segtion 3518.10), for three of
the six dlients residing In the facility. (Clients #1,
#2 and #4) '

The findings include:

1. Review of the facility's incident raporis and
investigations on September 25, 2007 beginning
at 4;22 PM revealed that the facility failed to
pravide evidenca that the following incidents wera
immedlately reported to the administrator and/ar
the Department of Health as required:

a. On January 17, 2007 staff reported that Clients

#1 and #4 were in a physical altercation that 1 See response to W149 #4. / 'l// 3/ 8/
resulted in Client #1 nseding emergency medical
services to address an injury to his lower ip.
Review of the emergancy room consultation form
dated January 17, 2007 revealed Client #{
recelved sutures to hls (ower lig laceration.
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{ "counselor reported to 5 medication nurse that

Continued From page 11

b. On April B8, 2007, staff reported that Client #1
was verhally aggressive to hls roommate Client
#4. According to the incident report, Client #4
was kicked by Cllent #1 and then Client #4 bif
Glient #1 on the left side of his wrist.
483.420(d)(3) STAFF TREATMENT OF
CLIENTS

The facilily must have evidence that all alleged
violaiions are tharoughly invastigated.

This STANDARD is not met as evidencad hy:
Based an staff inferviews, review of Client #4's
medical and habilitation records as well as raview
of the facility's incident management policy, the
facility failed to investigate all allegations of abuse
in accordance with federal and state regulations.
(Residents #1, #2, #3, #4, #5)

The finding Includes:

Cross-referto W148. According-to a nursing
progress note in Client #4's medical chart, g

there had been an altercatian between Cllent #4
and a peer on October 28, 2007. At8:30 PM, a
medication nurse documented having assessed
the client and found no slgn of injury. The nurse
did, however, administer Tylenol 650 mg that
evening "for pain” after the altercatlon.

On November 7, 2007, beginning at
approximately 5:30 PM, interview with the QMRP
revealed that she had been onsite that evening
(October 28, 2007), warklng with Client #1 in the
dining room, According to the QMRP, Cllant#4
fold the medication nurse that Cllent #1 had

(W 153}

{W 154}

Lb. Sce response to W149 #4, . ]7//5/0 7

See response to W149

)2/*3/0?
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| Careca's Pollcies and Procedures Manual

Continued From paga 12

punched him in the face. The nurse promptly
came to the dihing roam and notifled the QMRP.
She sald Client #4 had not told anyone about the
alleged aftack befdre the nurse arrivad.

(manual) was reviewed, beginning at
approximately 6:10 PV, "Allegation of abuse"
wag listed, of categorized as a "Serioys
Reportable Incldent.” A Serious Reporiable
Incident was defined as; "A reportable incident
which, due fo its significance or severity, requires
immediate notification to, and investigation by,
external guthorities, in addifion to intemal review
and investigation by the provider agency..."

The QMRP reporiedly interviewed the two clients:
however, there was o written documentation
available to verify that she had initiated an
investigation. She said she had not interviewed
the other staff person who was onsite that
evening. There was no evidance that Client #4's
allegation of physical abyuse was tharoughly
investigated by the QUIRP, Bacauze it was not
repaited up the chaln of command within the
agency, there had been no administrative
investigation parformed by the Incident
Management Coordinater In aceordance with
facility policies, nor were investigation(s)
conducted by outside entitisa as mandated by
regulation.

It should be noted that Clients #1 and #4 have a
documented history of altercafions between the
twao, some of which led to serious injuries that
required treatment at hospital emergency raoms.
For example, an incident report dated September
30, 2007 and its corresponding Investigation”
report, described how Client #1 bit Client #4 on

W 154}
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the shoulder with jitlle pravocation. The bite
broke the skin. Clisnt #4 was taken to an
emergency room for immediate care and
antiblotic treatmeant,

=

AT

Previougly, the September 28, 2007 survey
findings included:

Bagead on interview and record review, the facility
failed o ensure that all allegations of abuse or
neglect were thoreughly Invastigated, for two of
the six cllents residing in the facillty. (Clients #1
and #4)

The findings include;

2. The facility failed to ensure a tharough 2. See response to W122 and W125, i //5 /07
investigation was conducted for all allegations of
abuse, a3 follows:

Review of the facility's Incident reports and
investigations on September 25, 2007, begdinhing
at 4:22 PM, revealed that on April 8, 2007, staff
reportad that Cllent #1 was verbally aggressive to
his reommate Client #4. According to the incident
report, Glisnt #1 kicked Glient #4 and Client #4 pit
Client #1 on the left side of his wrist,

An "Inclaent Summary Report” had been
completed for the: aforementivnad incidant,
Review of the summary, hawever, ravealed that it
documented only two components, a restatement
of the aciual incldent and recommendations,
There was no evidence that interviews or
staterments had bsen collected and reviewad o
investigate the Incldent.” Additianally, thers was
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no documentation Indicating whether the incident
had been substantistad or unsubstantiated. At
the tims of the survay, tha facllity fziled to show
evidence that the aforementioned incident had
been thoroughly investigated,

{W 159} | 483.430(z) QUALIFIED MENTAL
RETARDATION PROFESSIQONAL

Each client's active treatment program must be
integrated, coordinated and monitared by a
qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Based an observation, interview and record
review, the Qualified Mental Retardation
Professlonal (QMRP) falled to respend timely to
pieviously-identifled active treatment and/or
support naeds, for three of the five elients
residing in the facility. (Clients #1, #2 and #3)

The findings includas;

1. The September 28, 2007 recertification survey
had revealed inconsistent implementation of
Client #1's recommended cigarette smaking
reduction, without evidence of coordination and
monitoring by the Qualified Mental Retardation
Professional (QMRP). The November 7, 2007
revisit revealed continued inconsistent
implementation of the cllent's recommended
smoking plan and continued failure to coordinate
and monitor an effective intervention sirategy, as
follows:

a. Even though the QMRP stated that Cllent
#1"can only have three cigarettes per day,” as
recommended by the cardlologist and agreed to
by the primary care physician and the client's

{W 154}

{W 139}

a smoking scheduyie,

1. 6. The QMRP will roquest the Psychologist, 12137
Psychiatrist, &nd Primary Care Physician to
fecommend bebavioral and medical (ifnceded)

t interventions fo assist the clienr ig smoking

' cessation. Effective stratcgies must managc his

, Ganstant demands and resulting behaviors when he
is frustrated by not being able to smoke, and must
prevent him from harming himself, othcrs, and
property, and must inclnde, but go beyond, setting
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brother, he was nbsarved smoking his third
cigaretta before departing for day program on the
moming of Novernber 7, 2007 and key staff wers
withaut clear instructions on how to address the
issus,

At 6:54 AM, Client #1 was observed on the frant
porch smoking a cigarette. At 7:18 AM, the cliant
asked the Resldent Director (RD) for a cigarelte.
The client smiled as he told the RD that he had
not yet had a clgarette that morning. The RD said
he thought that he had already smaked one.
Nevertheless, the RD gave the client another
cigarette and he smoked it on the front porch. At
approximately 8:02 AM, Cllent#1 came back to
the RD and asked for gigareftss. The RD asked
him to wait but then gave him anather cigarette
aftar ha complied with a request io insert his
dentures. The client smuked i (his third that
marning) at appraximately B;10 AN. AtB:24 AM,
the clients and staif loaded onto the van and left
for day program. Accerding ta the RD, Client #1
took a cigarette with him to smoke during a break
at day program. At approximately 10:04 AM, the
CQMRP stated that Client #1"can only have three
clgarsties per day,” as recommended by the
cardiologist ahd agreed to by the primary care
physiclan and the client's brother.

b, The QUIRP and Client#1 had not established Lb
a sat schadule, At10:12 AM, the QURP -b- Sec response  La. above, *’7'// 5‘/ o
indicated that the client normally smaoked a
cigareite after breakfast, another one after lunch
and a third sfter dinner. Two minutas later,
however, she acknowledgad that this had "not
been outlined in a written schedule.” Interview
with the RD later, at approximately 1:40 PM,
revealed that the client had been taking two .
cigarattes with him to day program deily, whargas
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the QVIRF expected him to take enly one.
Conversatlon between the RD and Client #1 priar
to day program departure indicated that the client
also expected to take two cigarettes with him to
day program, :
<. Client#1's Behavior Support Plan (BSP), ' o
which had expired un Saptember 18, 2007, did 1.6 Seo rosponss to 1. above, / //3/‘:7
not provide direction to staff on how to address
the smoking issue. During the revish, a staff
parson was ohserved offering him a cigarette as
d reward for complying with a request to insert his
dentures as instructed.

On Navember 7, 2007, at appraximately 8:02 AM,
Client #1 approached the RD and asked for
cigarettes. The RD replied he would give them to
him when he got on the van to go to day program.
He fold the client that it was too eary and he was
trying to help him to curb his smaoking. The RD
then asked him to Insert his dentures. After the
client hesitated, the RD said "'l work with you,
work with me” and then offered to give the client
anather cigarette If he put in the dentures. At
8209 AM, the client returned to the dining room
wearing his dentures and the RD gave him a
cigarette. He promptly smoked it outdoors.

At approximately 10:14 AM, the QMRP indicated
that she had addressed the topic with staff at an
October 20, 2007 training session. At 10:15 AM,
when asked at what point would it be acceptable
for staff to allow him to smoke more than three
cigarettes, the QMRP stated that was "not
acceptable." When asked If @ cigarette could be
offered as a reward for complying with a request,
she replied "cigarettes are not a reward. No. Wa
reward him in other ways," The QVIRF then
gcknowledged that the BSP had axpired. She
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expressed an expectatlon that an updated BSP
would be available for review af the client's
upcornlng annual ISP meating, scheduled for
Novemier 16, 2007.

It should be noted that review of the facility's
‘Human Rights Committee minutes for a maeting
held on November 30, 2006 revealad that the
committee had recommended that Chant #1's
BSP be updated. The BSP, however, had not
been updated since the committes made the
recommendation 11 monthz earfier,

d. Facillty staif documented &t least two recent : 1.d (1) See responss to 1.2 above.
behavioral outbursts, including one incident that
led to client injury, that were cigarette related, as
follows:

2 fi3)o7

(1) On November 7, 3007, at 9:14 AM, the RD
indicated that Client #1 had bitten Client #4
recently, It had broken the skin therefore they
took Client #4 to an emergency room fora
tetanus shot. An incident report docurnented the
| bite had occurred on September 30, 2007. The
corresponding investigation report, dsted Qctaober
2, 2007, indicated that Client#1 had been angry
because he didn't have cigarettes, When his
then-roommate Client #4 asked him to be quiat
and go to sleep, he came over to Client #4's bed
and bit him on the shoulder. The investigation
listed four recommeandations, including "Make
sure <client's name=> has required amount of
cigarettes as recommended by medical doctor.”
QObservalions and intervlews during this revisit
falled to show evidence that staff were effactively
implementing the recommendation,

(2) At approximately 10.55 AM, review of Client 1.d.(2) Se response to 1.4, above,
#1's BSP revealed that it had expired on
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"1 follows:

.| ©n November 7, 2007, at 5:16. PM, Client #2 was

Continued Frem page 16

September 18, 2007, The functional analysis
identified seven likely antecedents far his targated
maladapilve hehaviors (non-compliance, verbal
aggression, verbal threats, crying and using a
loud tone of voice indoors), including when he
had no cigareties and when he could not smoke
due to task/ acfivity involvement. -

(3) At approximately 1:45 PM, the QMRP and the
LPM Designated Nurse presented an Incident
repart, dated Qclober 24, 2007. The nurse
documented the cllent’s repeated refusals to take
his moming medications. Review of the Incident
Summary Report, dated October 25, 2007,
revealed that staff had refused to give him =
second cigaratte and referred him to tha hurse.
The client then became angry and refused to
comply with the nurse's requests (three times) to
kike his medications.

2. The September 28, 2007 recertification survay
had revealed that the QMRP failed to establish a
system to ensure cllahts had bateries available to
operate thelr TV remote controls. Specifically,
Client #2's remote wae without battaries and the
QMRP had been unaware, The November 7,
2007 revisit revealed continued failure {o
establish a systent ta address this head, as

asked about his felevislon remote. He retrieved
the remate (marked with his name) from hls
bedroom. Inspection revealed that the battery
compartment was empty. The QMRP and RD
said the remote had been “lost" after the
Seplember 28, 2007 survey and they were
surprised fa see it reappear that aftemoon, The
RD offered to assist Cllent #2 with buying new

(W 158}

1.d.(3) See response to La above. ;2//3/,,7

2. The QMRP will provide an active treatment ,;,_//5/,7
program for the person where he will budpet for

purchase of batteries; alert staff when his bateries
are low, so that they can be discanded; and he can
by gand insert new baticries in the remote.
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batteries that evening during & community walk.

1243fsy

3. Cross—efar to W212. The September 28,
2007 recertification survey had revealed that the
QMRPF failed to ensura comprshensive
assessment of Clients #1 and #3's psychiatric
condifions/ needs. On Navember 7,2007, at 3:27
PM, the QMRP stated that naither cliant had
received an updated psyehiatric evaluation.

3. The QMRP will schiedule g comprchensive
psychiatric evaluation for the People who need this
consult,

Previously, the September 28, 2007 survay
findings includad:

Based on observation, interview and record
review, the Quallfled Mental Retardation
Profeseional (OMRP) falled io ensure active
treatment services were monitored, coordinated
and infegrated, for thres of the six clients residing
in the faciiity. (Clients#1, #3 and #4)

The findings include:

1. Observatian of Cllent #1 throughout the survey
revealed the cllent smoked eigarettes, Review of
tha client's madical records on Saplember 27,
2007 at 8:34 PM ravealed a cardiclogy
consultation report that dogumented
recomimendations ineluding decreasing the
client’s use of tobaceo to no mare then three
cigarettes a day.

1. Seeresponse 1o W59, - "2'//3/"7

Interview was conducted with the designated
Licensed Practical Nurse (LPN) on September
27,2007, at 1:58 PM, to ascertain Information
regarding Client #1's smoking practices,
According to the nurse, there was no schedule
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Implemented to assist the client with reducing his
tobacco intake. The nurse stated that the cllent
was given $5.00 weekly that he used to purchase
cigarettes. The nursa further indicated that the
cliznt maintained his awn cigarettes.

On September 26, 3007, at 7:37 AM, Client #1
was sean taking a cigarette outslda to smoke.
The Resident Direct (RD) was asked If Client #1
\was on a schedule, He replied “He should haye
4 cigarettes per day, per his physician's orders...
1 sfter breakfast, 1 after refurn from day program
at 4:00 FM, 1 after his.evening hygiene and he
takes 1 to day program.” The RD further
indicated that the client was "really resaurceful"
and recelved cigarettes from peers outside of the
facliity (exact source net known). The client
reportedly became upset when told ta limit his
smokes; he knew they wers "his own personal
praperty_.he buys them... that makes them his."

Interview was cenducted with the QMRE on
September 27, 2007, seeking further clarity abaut
Client #1's smoking practices, The QMRP stated
that no schedule had been implemented to assist
Client #1 with a reduction on his tabaceo intake.

On September 28, 2007, at 6:20 PM, 3 follow-up
interview with the RD indicated that he had
sought input fram Client #1's brother, in a
telephone conversation just minutes earller. The
client aind staff were "really struggling with the
cigaretie issue,., he's on @ sat number of
clgarettes a day... we need to de something with
his doctor's orders and IHP,,, he has stolen from
staff, pocket books.,, | know that he smokes at
his day pragram {00." At 7:11 PM, a direct
support staff person approached the RD and
asked abaut Client #3's cigareties. The RD
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informed him that Client #3 was out of cigarettes
and did not have money to purchase more. He
told the staff that Client #1 was free to share
sorne of his with Client #3 if he wanted, “but tell
hirm that he'll rin out faster with sharing with his
smoke partner.” When the staff asked where
Client #1's cigarettes were kept, the RD pulled a
pack out of his pocket and handed it to the staff,
adding "they are now In his possessian.”

At the time of the survey, the QMRP falled to

| faclitate an interdisciplinary team review of the
client's smoking-related needs, to address tha
cardivlogist's recommendation for a reduction in
his tobacco Intake, :

2. The QMRP failed to establish a system to 2. See Fesponse to #2 abave. up_,q) i 2-//5/ o7
ensure clients had batterlas available to operats -
thelr TV remote controls, as follows:

On Septamber 28, 2007, at approximately 8:40
AM, Cllent 2 openly declared that "my TV
broke.” The RD replled "yau have lost your
remofe." This surveyor asked the client to show
him the TV, Once In the badroom, a direct
suppori staff person presented a rsmote control,
It was quickly determined that there were no
batteries in tha ramate. Client #2 confirmed that '
this was hig remote. He then demonstrated how
he had been using his reommate's remots to
charige channels (both of their TV responded o
ihe same brand of remote control). The RD then
informed the client that It was a matter of
"budgeting... you buy your own battaries.” Review
of Client #2's record on September 28, 2007
revealed nio evidenca that he received assistance
with budgeting for such purchases. When
interviewed laler that day, the QMRP indicated
that she was previously unaware that the client
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was out of batteries for his remote. She also
acknowledged that there had been no budget
developad to assist the client with planning for
slUch purchases.

3. Cross-refer to W212. The QMRP failed fo 3. Sex responsc to #3 wbove. (0. Jv) 2 /‘,3 /6 7
ensuwre comprehengive assessment of Cliehts #1
and #3's psyehiatric donditions/ needs,

{W 212} | 483.440(c)(3)(J) INDIVIDUAL PROGRAM PLAN | {w 212}

The &cmprehensive functional assessment must
Identify the presenting problems and disabilifies
and where possible, thelr causes.

This STANDARD is not met as evidenced by: . .
Based on interview and record review, the facility Sex rosponse t #3 above. n/za/ﬂ 7
failled to ensure a comprehensive psychigtric :

assessment had been conducted for both of the
two clients (out of three sampled clients) in the
sample Who were prescribed psychotropic
medications for behavior management. (Clients
#1 and #3)

The findings include:

The September 2B, 2007 recertification survey
had ravealed that the QVIRP failed to ensure ,
comprehensive assessment of Clients #1 and
#3's psychiatric conditions/ needs. Or November
7, 2007, at 3:27 PM, the QMRP steted that
nelther cllent had received an updated psychiatric
evaluation. The consulting psychiatrist reportedly
was attending an out of town conferencs. She
further Indicated that a November 21, 2007
mecting was scheduled with the psychiatrist to
‘review ajl individuals on peychotrapic
medications." It should be nated, however, that
Client #1's interdisciplinary team was scheduled
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to meet before then, on November 16, 2007, to
review an update his annual plan,

VW A TR A e R ek e

Previously, the September 28, 2007 survey .
findings included:

Based an interview and record review, the facility
failed to ensure a comprehensive psychiatric
assessment had been conducted for bath of the
two cllents (out of three sampled clients) in the
sample who were prescribed psychatropic
medications for behavior management. (Clients
#1 and #3)

The finding includss:

Interview with the Resident Director on
September 25, 2007, at 2:33 PM, revezled that
both Clients #1 and #3 received psychotropic
medications to address maladaptive behaviors.
This was verified through observation of the
evaning medication adminisiration on Septembar
25,2007, Client#1's Annual Medical Evaiuation,
dated September 25, 2007, reflected a diagnosis
of Intermittent Explosive Disorder (souree and
date of diagnosis not indicated). I[nterview with
the Qualified Mental Retardation Professional
(QMRP) and review of Clients #1's and #3's
records on September 27, 2007 failed to provide
evidence of a camprehensive psychlatric
assessment that documanted aach client's Axis |
dlagnosis and justified the use of the prescribed
psychotrepic medisations,

{W 225} | 483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN {w 225} The QMRP and DoDS will provide the 12 //; /D7
| . comprehensive vocations] asscsement.
The comprehensive functional assessment must
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include, as applicable, vocational skills.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facllity
falled to ensure that clients received
comprehensive vocational assessments as
indicated, for one of the three eilents in the
sample. (Client #3)

The findings include:

The September 28, 2007 recertification survey
had revealad that the QVIRP failed to ensure a
cemprehensive vocational assessment for Cllent
#2. On November 7, 2007, at approximately 7:15
AM, Client 3 told thls surveyor that he was not
golng to day program that day; he was "going
shapping" instead. At 7:37 AM, while seated in
the nurse’s office, Client #3 stated "l want another
job." Minutes later, the client sat at the dining
room table and began ealing breakfast. At
approximately 7:46 PM, ha repeated fhe
comment "l want another job.” Then at 7:49 AM,
ha said "l want & new joh."

At 3:30 PM, the Qualified Mantal Retardation
Professianal (QVIRP) was asked about Client
#3's day placement She said his vocational
program had "moved him" fo another location two
days per week, On Tuesdays and Wednesdays,
be was performing Janiterial duties at a
community gym. She and the Resident Director
both sald the client had not complalned to them
about wanting & new job. However, the QVMRP
acknowledger fhat Cllent #3 had not received =
comprehensive vocational assessment. Record
review confirmed this and Indicated that he had
been in the "Work Activity Program” (vocational)
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since at least 1998, There was no evidence that
the facility had sought a comprehensive
vocational sssessment, describing the client's
current inferests, strengths and needs.

[Nate: In follow-up to the Jast survey, the QMRP
stated that Client #2's interdisciplinary team was
scheduled to meet November 15, 2007 for a cage
conference to discuss his day placernant,]

Previously, the Septermnber 28, 2007 survey
findings included:

Based on observation, interview and recard
review, the facility falled te ensure that clients
received compraehensive vocational assassments
as indicated, for one of the three clients in the
sampla, (Client #2)

The findings include;

©n September 27, 2007, at approximately 8:15
AM, the Resident Diractor (RD) stated that Client
#2 performed volunteer work in the dining area of
a nursing home. The RD indlcated that he had
just been informed by Glient #2's job coach that
the client had done so well during the "trial period”
that the nursing home wanted him to confinue
there on a permanent basis. The job coach
reportedly planned to inform the client's .
government case worker of his work performance
and recommend that he remain at that location.

Cllent #2 was observed ai hls day placement on
September 27, 2007, beginning at §:57 AM. The
client placed eating utansilg in individual plastic
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bages. He did so without any assistance from his
iob ¢coach or his peers. His job coach stated that
he and three other volunteers with disabilities
placed the esting utensils, along with napkins and
ice water, at the residents' place settings before
lunch. The coach described the cllent as "one of
my best workers.” According to the coach, Client
| #2 had been volunteering there for appraximatealy
T month, "preparing him for employment.” She
stated that the client was "well-mannered and
polite."

The job coach indicated that Client #2's trial
period wag scheduled to end in 3 months
(December), however, she would “iry ta get him
1o stay because he is very good." He and his
peers did not earn a stipend or receive a waps for
their work. They volunteered at this work site
Monday-Friday, between 8:00 AM - 2:00 PAL

At 10:16 AM, Client #2 approached the Job coach
and asked "T'm golng to make more money,
right?" After the client wallked away, the coach
acknowledged that money meant something to
hlm. She said that while he was already
motivated, she thought that he "would be even
more motivated if he got a check in hand.” At the
time, there was only one paid staff in the dining
area, the nursing home's dining room sBUpervisor,
This was verified a few minutes later through
interview with the supervisor. She wag the sole
pald employee. She also confirmed that Cllent #2
"enjoys his work and is delng well"

At approximately 10:30 AM, the coach indicated
that o date, she had not met ajther the Qualified
Mental Retardation Professional (QMRP) of RD:
‘| nejther individual had visitad the current setting.
When asked about Client#2's strangths, tha
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coach said she "he catches on very well... can
perform most tasks afier one demonstration... is
independent in sliver ware, wiping tables, pratty
much everything." However, she described the
client as distractible. When asked If he was
currantly employable, sha respended "yeas."

Later that day, the RD and QMRP were asked
about Cilent #2's day placement. At 5:24 PM, the
RD confirmed that he had hot obseryed the elicht
performing work tasks af the current location. At
approximately 5:29 PM, the QMRP also

| @cknowledged that she had not visited the current
work site. She did, however, raport having
received a telephone call from the Job coach on
the previous day. The coach reponted that the
client was "doing well." She confirmed that while
the other clients were leaving the work site in
December, they wanted “to keep him" at the
nursing home and a case conhference was
planned for within the coming month (Oclober) ta
discuss the proposal. When asked about a
vocational assessment, the QMRP stated that
she did not know whether an assessment had
been performexd.

On Septembar 28, 2007, beginning at 9:53 AM,
review of Cllent-#2's record falled to show
evidence that hie had received 2 comprehensive
vocational assessment to determine his interests,
skills and training needs. There was, however,
an annual report (dated April 30, 2007) that was
prepared by the client's current day progiam. The
report indicated that while he was & "very hard
worker," he required "verbal prompts throughout
the day to remain on task." The day program
plan for the coming year includad &
recommendation to “explore community based
employment opportunities” by exposing the cliant
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to "at least 2 community-based employment
oppartunities per quarter,””

It should be noted that furher intervlews with
Client #2 and residential staff confirmed that _
maoney was important to the client and that ha
enjoyed making purchases. According to the RD,
the client was respansible for purchasing
batteries for such items as his TV remote control.
Atthe time of the survey, there was no evidence
that Cllent #2's interdisciplinary team had a
comprehensive vocational assessment,
describing the client's current interests, strengths
and needs, svailable for discussion at the
Upcoming case canference. i was pProposed to
keep the client placed In & voluntesr position with
na oppartunity for advancement ta a paid position
of emplayment.

It should be further noted that on Septamber 28,
2007, at 4:51 PM, Client #2 enthusiastically
declared to that he had received a paycheck that
day. Paymernt was for “contract work" that he had
perfarmed during a recent period he apent
working at a sheltered warkshop, and not at the
valunteer work site,
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{1 Q0O} INITTAL COMMENTS {) DDO}

A follow-up survey was conducted on November
7, 2007 to determine the facility's compliance with
previous deficiencies cited on September 28,
2007. The findings of this survey were based on
observations, interviews with direct support and
adminisirative staff and climnts, and the review of
recards, Including ingident reports snd
administrative records,

{1042} 3502.2(b) MEAL SERVICE / DINING AREAS | {10422
Madified diets shall be as follows:

(b) Flanned, prepared, and setved by individuals
who have received Instruction from a dietitian;
and. ..

| This Statute is not met as evidenced by:

Based on interview and record review, the facility
falled ta ensure that all persons working with
residents were trained to efactively meet the
residents’ dietary needs, for 4 of the 6 residents
residing in the facility. (Cllents #1, #3, #4 and #5)

The finding includes:

The GHMRP submitted a wriltten Plan of
Correciion, sighed October 25, 2007, in which the
provider Indicated that the Nutritionist wauld
provide "appropriate dietary manegement training
to all facility staff by November 2, 2007,
However, review of staff in-service training
records and interylews with the Qualified Menitzl
Retardation Professional on November 7, 2007
revealed that tralting had not yet been provided.
Tha QMRF stated that the Nuiritionlst was
scheduled to provide additional training on
November 11, 2007.
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Previously, ihe September 28, 2007 survey
findlngs included:;

Based on observation, interview and record
review, the facility falled to ensure that all persons
working with residents were trained to effectively
meef the residents’ dietaty needs, for4 of the &
residents residing in the facility. (Cliznts #1, #3,
#4 and #85)

The findings include:

1. Dinner was observed in the faclity on
September 25, 2007 and breakfast was observed
on Septemper 26, 2007. At both meals, all six
residents wera servad 2% milk. Residents #1,
#3, #4 and #5 were all preacribed low cholesterol
diats. In addition, Resldents #1, #3 and #5 were
prescribed reduced calorie (1800, 1800 and
1500, respeclivaly) digts. On Seplember 28,
2007, revlew of the menu ravaaled that residents
who were prescribed low cholesterol and/or
reduced calarle (1500, 1800) dists were to have
skim milk. On September 26, 2007, raview of
staff in-service tralhing records revealed no
evidence of recent tralning on Nutrition, menus
and/or prescribed dist plans. The most recent
dacumented trajning had been provided on
February 18, 2008 and only one of the employees
wha attended that session (19 months earlier)
was still employed by the GHMRP. There was no
evidence that the Residence Director, who was
responsible for oversesing the purchase of menu
items, had recelved training by the Nutrtionist,

2. Resident#1's diet plan was changed on

‘August 23, 2007, to reflact a restriction on daily

{1 042}

1. The Nutritionist will provide traising 1o facility i
statE, inchuding the Residential Dircctor (RD). 12138

~
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fluid intake. As per orders from the nephrologist
and primary care physician, his total fluid intake
was not to exceed 1200 co's dally, A
newly-established schedule indicated that he
should receive 8 az with his afternoon snack,
after retum home from the day pragram. On
September 28, 2007, at 4:21 PM, Resident #1
was observed drinking a 16.9 oz bottle of Spring
water with his snack. He finlshed the bottle in
less than one hour, Subsequent review of staff
In-service training revealed no documented
evidsnce of applicable staff training.

It should be noted that later that evening, at 6:16
PM, raview of tha resident's fluid intske chart
revealed the Designatad Nurse had documented
| & az for the aftermoon snack. When asked, she
said the resident had been glven 6 0z of juice.
Subsequent interview revealed that neither the
nurse, nor the Residence Director was previously
aware that Resident #1 had taken a boitla of
spring water. It remained unclear whether he
drank the 16.9 oz of water and & oz of Juice,

{1 d71} 3503,2 BEDROOMS AND BATHROOMS

Each bed shall be placed at least three feet (3 )
from any other hed and at least three feet (3 ft.)
from any unprotected radiator.,

This Statute is not met as evidenced by:

Based on observation and interview, the GHVRP
falled to ensure that iwo residents' beds were at
least 36 inches apart. (Residents #4 and %B)

The finding includes:

The GHMRP aubmitted a written Plan of
Correction, signad October 25, 2007, in which the

{1071}

2. The Dircotor oF Disability Services (DoDS) will
provide traiing 1o the Designared Nurse (DN),
QMRP, and RD on ensuring that ¢ommunication
and docurmentation is ecordinared and accurate,
thereby providing better compliance with
recomminded health servics delivery,

o

The RD will move the bed to meet the djstance
T UIrement.

2 rsfs7

rd, /J/f’ 7
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Continued Fram page 3

provider indicated that administrators would
"review the physical settihg and determine Row to
manage the space requirements . Howaver,
oh=ervation of the bedroom on November 7,
2007, at approximataly 9:20 AM, revealed that
the two beds remained In the same positicn.

[Note: At 9:13 AM, the Resident Director stated
that Resldents #5 and #1 had swhched bedraoms
since the [ast survey.]

P AL L A R Ak T e kR

Previously, the September 28, 2007 survey
findings included:

On Saptember 26, 2007, at 8:00 AM, Resident
#1's bed was observed placed only 22.5 Inches
away from Resideni #4's bed. The beds
remained in their same position an September
28, 2007, &t 7:00 PM,

3504.1 HOUSEKEEPING

The interior and exterior of each GHMRP &hall be
maintainad in g safe, elean, orderly, stiractive,
and sanitary mannar and be freg of
accumulations of dirt, rubbish, and objectionable -
adors. -~

This Efatute Is not mef as evidenced by:

Based on observation and interview, the GHMRP
failed 19 maintain the interior and exderior of tha
facility in 8 clean, orderly, and attractive manner.

The findirigs include:

The GHMRR submitted 2 written Plan of

{1071}

{1 090}

Cnrrgction, signed October 25, 2007, in which the
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provider indicated that all environmental
deficiencies would be corrected by November 2,
2007. However, inspection of tha facillty on
November 7, 2007, beginning at approximately
9:30 AM, revearled that several praviously-cited
deficiencies remained, as follows:

Backyard and porch:

Paint around the windows and window sills inside
the back porch was peeling, chipped ang dirty. |t
appeared that numerous ceats of paint had been
applizd over the years and the resultant build-up

was notably unattractive.

Kitchen:

1. The handle on the upper left cabinet doar

above the stove was missing a screw and was 1. The haadle will be properdy secured, Jz/l 3/67
not secured properly. .

2. Cabinetry thraughout the Kitchen was natably
unaitractive, presumably due to age and wear, : 2, Cabinetry will be maintined in good repair and 11-//3 /0’7
kept clean,
Basement

There wag a strip of molding (approx. 3 f, in Missing molding will be replaced, Yy
length) miesing at the base of the wall in the frant A g molding rep / /
right corner.

Living room:

There were 3 burn marks in the camet that by The area g will be replaced. 12//3/97
thelr shape, appeared to have been caused by an '
irpn,

Resident bedrooms.

1. Both Resident #2 and Resident # had loosa
dresser drawers, fillad with personal clothing

Heallth Regulation Adminlstrafion
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{1080} | Continued From page 5 {1 090} 1. The residents have “captein's beds™ that are bujlt
, . . for efficient use of space. The drawers art of
tams, that were placed directly on the floor ! N are part o
underneath their beds, Each resident had a bad, :i.‘icﬁa?mmfc]ofhbmm aud ﬂ“"_"’fc'f" may appear ,-l/,g/w
nightstand and wardrobe; the 2 drawers placed the frame the woy. dressm::fﬁdf and out of
on the floor were their only dresser drawers of the dressers ffm& 10 and out
2. Thara was a sighificant aceumulation of dust ) )
In the bedroom shared by Residents #1 and B4, 2. The RD has specificatly assigned staff members N / /3 /(,7
especlally on the carpet in the corners, along the with duties for dusting and landering assistance | /
molding/ walls and on their window cuttains. for the people who live in the home, thus increasing
acoountsbility for cleanliness and follow up. The
This I$ a repeat deficiency. See Fedaral room Will be dusted and the curtains lmndered
Deficiency Report dated 10/12/06. regulacty, )
) 13/a7
3. There was a burn mark in the carpet just ﬂ/ '
inside the door ta the bedroom shared by 3. The area rug wilt be replaced.
Residents #1 and #4. Judging by its shape, the
‘burh appeared to have been caused by an iron.
{I 108} 3504.16 HOUSEKEEPING {1 108}
Each GHMRP shall assure that each resident has
at least seven (7) changes of clothing appropriate
to his or her dally activities.
This Statute is not met as evidsnced by:
Based on inferviews with staff in supervisory
pasitions, the GHMRP failsd to secure for each
resident at least seven changes of clothlng.
The finding includes;
| The GHMRP submitted a writien Plan of
Correction, signed Octobar 25, 2007, in which the
provider indicated that the Resident Diractor
would replace the damaged/ discarded clathing
itens identifled in the September 28, 2007
Deficiency report by November 2, 2007, the
fallow-Up survey on November 7, 2007 revealed
that the residents remained without an adequats J
Health Reguiation Administrabion
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{1108} | Continued From page 6 : {1 108}

Supply of socks and undergarments. According
to the Resldent Director, at 8:40 AM, (and
corroborated later by the Qualified Mental
Retardation Professional) no new undergarments
had been purchased since the last survey.
Reportedly, there had been a delay in securing
the necessary funds from the corporate office.

..... A4
Frrdede gy e DAL b oy o Lz ]

Previously, the September 28, 2007 survey
findings ingluded;

1. On September 26, 2007, at approximately 1. The RD will ensurc that damoged socks and
7:58 AM, Resident #1 was asked why he was underclothing are replaced.

wearing a pair of dress sacks while he wore :

casual shorts and sneakers. He complained that
his athletle socks all had hales in them. During
the next half hour, the Resident Director,
Resident #1 and thls surveyor examined the
resident's clothing inventory. Ten of the
resident's 12 athletlc socks had holes I them.
(Note: The 2 drawers cantained dozens of
Undershirts and briefs with holes in them and the
drawers were in general disarray.) There were 2
sucks without heles found in the drawers that
morning. Resident #1 put them on before leaving
Tor day program.

17,//3/57

2. On September 28, 2007, at spproximately 2. The RD will ensurc needed garments are fz/:’.?ﬁ 7
7:00 PM, inspection of Resident #6's clothing purchased, labeled, and provided to each person.
inventory revealad 1 palr of white athletic socks i

and no dress socks,

3. On September 28, 2007, gt approximately 3. See answerto #2 above. . !7-//.5' /ﬂ7
7:05 PM, Resident #5's dresser drawers
contained 1 pair of underbriefs,

| ©n September 28, 2607, at approximately 7:07

Health Regulation Administration
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{I 187}

Continued From page 7

PM, the Resident Director acknowledged that the
residents did not have at least 7 pairs of socks
appropriate to his daily activities.

3508.5(d) ADMINISTRATIVE SUPPORT

Each GHMRP shall have an organlzation chart
that shaws the foliowing:

(d) The lines of authorlty,

This Statute is not met as evidenced by:
Based on interview with the Qualified Mental
Retardation Professjonal (QMRP), the GHMRP
failed to maintain an organizational chart that
showed the Jines of authority within the nureing
department.

The finding Includes:

The GHMRP submitted a written Plan of
Carrection, signed October 25, 2007, in which the
provider indicated that the organizational chart
waould be updated by November 2, 2007.
Howevaer, interview with the QMRP an November
7, 2007, at 4:42 PM, revealed that she had not
.seen & hew chart and there was na ravised chart
available for review in the facifity, On Nevember
8, 2007, subsequent review of materials
submitted by the QMRP revealed no additional
infarmation.

Praviously, the September 28, 2007 survey
findings included;

The organizational chart (dated September 2007)
that was made qvaillable for review on September

{1 108)

{I 187}

house.

The new organization chart will be posted in the

12/'3/6 7
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27,2007 at 2:49 PM, did not reflect the current
lines of authority within the nursing department, to
include the regently-hired RN Supervisor.,

{1206} 3508.6 PERSONNEL POLICIES {1206}

Each employse, prior to employment and
annually thereafter, shall provide a physician ' s
certification that a health inventory has been
performead and that the employee ' s health stefis
would allow him or her to perform the required
guties.

This Statute is not met as evidenced by:

Based on interview and record raview, the
GHMRP failed to shsure that each employees,
prior to employment and annually thereafter,
provided evidence of a physiclan's certification
that documented a health inventory had bean
performed and that the employee's health status
would allow him or her to parform the required
duties.

The September 28, 2007 licensure survey had
revealed no evidence of annual health inventories
for ene nurse and four consultants. A staff
identifier was included with the deficiency report
that was sent to the facility's administrative office.
The GHMRP submitted a written Plan of
Corraction, sighed October 25, 2007, In which the
provider wrote: “The Human Resaurces
Department will acquire the health eertificates
and place capies in the flle at the home,” with
completion date of November 2, 2007.

On November 7, 2007, howaver, there was no
evidence of current health ceriificates in the

Heglfft Regulation Administration
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facility. At approximately 4:50 PM, the Qualified
Mental Retardation Professional (QMRP) stzted
that she would seek documentation from the
corporate office and farward them to the
regulatory agency. On Nevember 8, 2007, review
of the documentation submitted by the QMRF
revealed the following:

1. The health Inventory for the nurse cited in the 1. The Human Resources Dircctor will provide the 11//3/&7
previous survey (S5) had expired; it was dated Téquired documentation for the nurse and
September 16, 2006; and, - consultants,

2. There were no updated health inventories / 3/ .
submitted for the four consultants eited In the 2. See response to #2 ahove, A
previous survey (C1, C3, €6 and C7).

Wy W e REETE =k

Freviously, the September 28, 2007 survey
findings included:

Interview with the Qualified Ments) Retardatian
Professlonal and review of the GHVIRP's
personnel files on September 27, 2007 revealed
the GHMRP failed to provide evidence that
current health certificates were on file for one
‘nurse and feur consultants.

This is a repeat deficiency. See Fedaral
Deficiency Report dated 10/12/08.

{1 223} 3510.4 STAFF TRAINING _ {223}

Each training program agenda and record of staff The DoDS will provide the agendas usod. r2i3/7
partlcipation shall be maintained in the GHMRP
and avallable for review by regulatory agencies,

This Statute is not met as evidenced by:
Based on interview and record review, the
Health Regulation Adminlstration
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Continuad From page 10

GHMRP failed to ensure that agendas were
maintalned in the group home and made
avajlable for review.

The September 28, 2007 licensure survey had
revealed no evidence of agendas for eight staff
in-service fraining sessions. The GHMRP
submitted a written Plan of Correction, signed
October 25, 2007, in which the provider wrote:
"The QMRP will provide coples of the standard
agendas that were used for for tralnings,” with a
completion date of November 2, 2007,

Stafl in-service training records were reviewed in
the GHMRP on November 7, 2007, beginning at
9:56 AM. There was a staff signature sheet for
training conducted by the OMRP and ths RD on
October 20, 2007 on the topics "Staf
Supervision” and "Documentation.” There was
na corresponding agenda, however, availabla for
review. At approximately 4:56 PM, the QVRP
and RD acknowledged that there was ro agenda
available to verify the information that had been
conveyed. In addition, the QMRP did not offer
documantation or copies of "the standard
agendas” for trainings cited In the previous
survay,

Previously, ths September 28, 2007 survey
findings included:

On September 26, 2007, beginning at 3:24 PM,
review of the GHMRF's staff in-service training
records revealed that thers were no agendas
available for training sessions that wera indicated
by staff signature sheets, For example, there
were no agendas or handouts (o indlcate the

{I 223}
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{1 223} | Continued Frorh page 11 {I 223}
subject matter discussed at the fallowing:

- September 6, 2007 "Flre Safety, Cooking
Safety, Elecirical Safety: '

~July 23, 2007 and August 11, 2007 "Sexuality”

- August 8, 2007 “ISPs/Active Treaimant;”

- July 19, 2007 “Rights of Persans with MR/DD
Most Integrated Setting:"

- August 8, 12 and 13, 2007 "Role of The
| Professional Counselor” and

other recent tralning on such fopics as “Ethics in
The Workplace," "Securing Medical and Dente]
Care" and "Sign Language,”

For the most part, the only sgendas avallable for
raview were those that were brought by DDS
personne! when they presented training on DDS
policies.

11229} 3510.5()) STAFF TRAINING {1229}

Each training program shall include, hut not be
limited to, the followlng;

(f) Specialty areas related to the GHMRP and the
residents fo be served including, but not limited
to, behavior management, sexuality, rutrition,
recreation, total communications, and assiative
technologies:

This Statute Is not met &= eviderced by;
Based on interview and record review, the
GHMRP failed o ensure that agendas were
malntained in the graup home and made
available for review.

Health Regulation Admimsiration .
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Continued From page 12

The findings includa:

1. Cross-refer to 1042. The September 28, 2007
survey revealed that the most recent documented
traming by the Nutritlonist had been provided an
February 18, 2006. Only one of the employess
who attended that session (19 months earlier)
was still employed by the GHVIRP. The
GHMRP's Plan of Correction, signed Ocfober 24,
2007, stated that training would he provided by
Nevember 2, 2007, Staffin-service training
records were raviewed in the GHMRP on
November 7, 2007, beginning at 9:56 AM. There
was no documnented evidence that the Nutritionist
had pravided in-service fraining. The Qualified
Mental Retardation Professional (QMRP)
acknoewledged that the Nuiritignist had not
conducted the training to date; however, she
reportadly was scheduled to provide additional
training on November 11, 2007.

2, The September 28, 2007 survey revealed that
Resident #4 (who was nat in the sampla far that
survey), had a diagnasis of seizure disorder.
Review of the staff in-service tralning records,
beginning at B:56 AM, revealed that the most
recent documented training on seizures had been
provided en January 30, 2006 (20 manths
earlier), The GHMRP's Plan of Correction stated
that training regarding seizure disorder would be
provided by November 2, 2007, However, review
of the staff in-service tralhing recards on

November 7, 2007, baginning at 9;56 AM,
revealed ho evidence of fraining on seizures, At
5:08 PM, the QMRP acknowledged that the
training had not yet accumed: however, she
further stated that the Registered Nurse had
scheduled selzure training for November 12,
2007,

{1229} |

) z 2//3/ D7
1. The Nutritionist training will be rescheduled,

! L/If)’/ o/

2. The RN Supervisor will ensure that seizurc
training is provided and documented.
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{1274} 3813, 1(e) ADMINISTRATIVE RECORDS {l 274}

Each GHMRP shall maintain for each authorized
agency ' s inspection, at any time, the followlhg
administrative records:

(e) Signed agreements cr contracts for
professinnal services; :

Thiz Statute Is hot met as evidancad by:
Based on Interview and record review, the
GHMRP failed to document signed written
agreements or confracts with professional
consultants. .

The September 28, 2007 licensure survey had
revealed no evidences of signed agreemants or
contracts with three cansultants. A staff identifier
was included with the deficiency report that was
sent to the faclility’s administrative office. The
GHMRP submitted a written Plan of Correction,
signed Qctober 25, 2007, in which the provider
wrote: "The Human Resources Depariment will
enaure gigned contracts are on file in the home,”
with a completion date of November 2, 2007.

On Navember 7, 2007, however, thera was no . \ . ,
svidence of written agreements o cantracts in The HR Director will provide e signed consultant
the facility. At approximately 4:57 PM, the comtracts,

Qualified Mental Retardation Professional
(QMRP) stated that she would seek _
documentstion from the carporate office and
farward them to the regulatory agency, On
November 8, 2007, review of the documentation
submitted by tha QMRP revealad no evidence af
writtent agreements ar contracts with the three
cohsultants identified in the previous survey (C2,
C4 and C5).

2 //3/(1 7

Health Regulatinn Administration
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{1 274}| Continued From page 14 {l 274}

Previously, the September 28, 2007 survey
findings included:

Interview with the Qualified Mental Retardation
Professional and review of personnel records an
September 27, 2007 revealed the GHMRP failed
to have a contract or written agreement on file for
threg consultants.

1378} 3519.10 EMERGENCIES 1379}
{ }. E ENCIE { | ey 3Ja7
In addition to the reparting requiremeant in 3519.5, Sec response 1o federal deficiency W49, '
each GHMRP shall notify the Depattment of
Health, Heaith Faclllties Divislon of any other
unusual Incident or avent which substantially
interferes with a resident ' s health, walfare, living
arrangemeant, wall being or in any other way
piaces the resident at tisk. Such nofification shall
be made by telephone immediately and shall be
followed up by written notification within
twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by:

Based an Interview and record review, the
GHMRP failed to ensure that the Department of
Health, Health Regulation Administration, was
notifled of all allegations of physical abuss,
immediately by phone then followed up by written
notification, for two of the five resldents of the
facility. (Residents #1 and #4)

Cross-refer to Federal Deflciency Report -
Citation W149. Aoccording to a nursing progress
note in Resident #4's medical chart, a “counselor™
reported to & medication nurse that there had _
beeh an altercation between Resident #4 and a
pesr. Qn October 28, 2007, at 9:30 FM,

Health Rogulaton Adminisralion
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{1 379}| Continued From page 15 {1 379}

Resident #4 alleged that Resident #1 had
punched him in the face. Interview with tha
QMRP revealed that she thought the resident, not
a counselor, had first reported the allegation of
abuse 10 the nurse. The nurse then nofified the
QMRP. The QMRP further indicted that she had
notf viewed this as an incldent because she
categorized Resident #4's allegation as a false . i
accusation. Neither she nor the nurse had
documented the allsgation of abuse on ar
incident report, in accordance with agency
palicies. Further interview and record review
revealed no evidence that Resident #4's
allegation was rnmadiately reparted to the
Administrator and/or the Department of Health as
required. It should be noted that the GHMRP
falled to doeument having investigated Resident
#4's sllegation.

Previously, the September 28, 2007 survey
findings included:

Based on interview and record review, the
GHMRP failed fo ensure that the Department of
Health, Health Regulation Administration, was
natified of incidents or evants that substantially
interfered with a resident ' s health, welfare, living
arrangemants, well belng or in any other way
placed the individual at risk, Imrediately by
phone then followed up by written notification, for
two of the six residents of the faclllty. (Residents
#1 and #4)

The findings include:

Reviaw of incident reports and Investigations on
September 25, 2007, beginning at 4:22 PM,
revealed the GHMRP fajled to provide evidence
that the following incidents had been reporied to
the Department of Health:

Health Ragulatlan Adminlstralion _
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{I 474}

Continued From page 16

a. On January 17, 2007, staff reported that
Resident #1 and #4 were in a physical altercation
that resulted n Resident #1 needing emergency
medlcal services to address an injury to hls lower
lip (laceration).

b. On April 10, 2007, staff reported that Resident
#1 needed fo be picked up from the day program
due to knee pain. The resident was subsequently
seen at {he emergency room and diagnosed with
a knee sprain )

¢. On Aprll 18, 2007, staff reported that Resident
#1 was verbally aggressive to his roommate
Resjdent #4. According to the incident report,
Resident #1 kicked Resident #4 who in turn, bit
Resldent #1 an the left side of his wrist.

d. On July 7, 2007, staff reported that Resident
#4 eloped while staff were packing the van to
return from the resident ‘ s vacation in Ocean
City, Maryland.

This is @ repeat deficiency. See Federal
Peficiency Report dated 10/12/08.

3522.5 MEDICATIONS

Each GHMRP shall maintain an individual .

medication administration record for each
resident.

This Statute is not met s evidenced by:
Based on interview and record review, the
GHMRP falled to ensure that nursihg staff
maintained Medleation Administration Records
(MARs), as fallows; :

On November 7, 2007, at dpproximately 5:25 PM,
a nursing note was found in Resident #4's
medical chart that indicated on October 28, 2007,
the resident had made an allegation of physical
apuse. Resident#1 allagadly hlt him in his face.
The progress note Indicated that the nurse

{1979)

., /.3'/3 7
{1474} The Director of Operations, the DoDS, and the RN | .

Supervisor will hold a meeting of 21l nurscs to

review documentation to ensure that MARs and

jprogress notes, énd incident repotts are properly
| and aceurately completed.

Health Regulatien Adminlatration
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{1474} Continued From page 17 {1 474} o]

assessed Resident #4, found no sign of injury,
and administered Tylenal 50 mg that evening
"for pain,”

At approximately 5:43 PM, review of Resident
#4's Quiober 2007 MARS revesled no eviderce
that the nurse had properly documented having
administered the Tylenol on the MAR, At 5:50
PM, after reviewing the MAR herself, the faclity's
LPN Deslgnated Nurse acknowledged that she
did nat see it documented on Resident #4's MAR.

=X pld o x oy P Pr A vk e e iy

Previously, the September 28, 2007 survey
findings included: ’

Nursing staff falled to consistently im plement the
GHMRP's policies on maintaining Medication
Administration Recard (MARS), as follows:

The evening medication pass was observed on
September 25, 2007. At 5:38 PM, Resldent #5
was glven his medications. The nurse stated that
the pharmacy had not dellvered a naw su ppily of
Constulose (prescribad to address Resldent #5's
history of constipation) and the resident, therafore
had been without Constulose for 2 days. Al
approximately 6:30 PM, review of the residents
MAR revealed the following;

* September 23, 2007, 5 PM ~ A trained
medication employee (TME) circled her Inltials
and documented "don't see” on the back of the
MAR sheet,

* September 24, 2007, 7 AM - A nurse initisled
the MAR, documenting having administered the
Constuloss as ordered.

Health Redulation Administration
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* September 24, 2007, 5 PM - A nurse circlad her
Initizls and documented "on order'an the back of
the MAR sheat.

* Septamber 25, 2007, 7 AM - A nurse left the
space blank, with no other documeantation
evidencad.

At 6145 PM, Interview with the Designated Nurse
confirned that the resident's supply of
Constulose had run out on September 23, 2007.
She could not, therefare explaln why a nurse had
documented administering it the next maorning.

{I 500} 3523.1 RESIDENT'S RIGHTS

Each GHMRP resldence director shall etisure
that the rights of residents are abserved and
protected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws.

This Statute Is not met as evidencad by:

Based on interview and record review during the
revisit on Novamber 7, 2007, tha Tacility failed to
ensure each resident's right ta fila a complaint
and have his/her complaint fully investigated, for
one of the five residents of the facility. (Resident
#4

The finding includes:

On November 7, 2007, at 9:14 AM., Interview with
the Resldant Director (RD) revealed that there
had been one incident reported and investigated
since the Septernber 28, 2007 recertification
survey. The comespanding documantation was
raviewed, At 9:20 AM, the RD stated that there

{I

{l

474}

SO0} | -¢he Director of

Supervisor will bo!
progra mAAEEn
understand and impl

;onz and the DoDS and RN
¢ of all nurses and
ent suff to cusure that they each
cment Careco’s policy on

1d a ineetin

i3

incident reporting 2nd jovestigation.
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had been no other incidents raported. At
approximately 1:35 PM, the Quallfied Mental
Retardation Professlonal (QMRP) also indicated
that no other incidents had occurred since the
September 28, 2007 receriification survey, The
LPN Deslignated Nurse, who was prasent at the
fime, staied that she was unaware of any other
incidents that requited nursing care (except for
Resldent #1's madication refusal).

Later that day, however, at approximately 5:25
PM, a nursing note was found in Resident $#4's
medical chart that indicated he had made an
allegation of physical abuse, On October 28, -
2008, Resident #4 informed staif that Resident 71
had punched him in the face. Interview with the
Qualifled Mental Retardation Professional
(QMRP) on November 7, 2007, at approximately
6:00 PM, revealed that the allegation of
peer-an-peer abuse had not been reported in
accordance with facility policles. Although the
QMRF Indicated that she had interviewed the two
residente at the time the resident made his
allegstion, there was no written documentation
available for teview to verify that the resident's
complaint had been investigated. In addition,
there was no evidence that Resldent #4's
allegation was reported to outslde entities,
including his mather (she rernains Involved in his
care), in accardance with facllity policies, to
ensure that his complaint raceived appropriate
review,
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A licensure survey was conducted from
September 25, 2007 through Sepiember 23,
2007. A random sample of three residents was
selected from a resident papulatlon of six men
with various degrees of disabllities. The findings
of this survey were based oh obsetvations at the
group home and two day progranis, interviews
with residents and staff and one residant's
guardian, as well as the review of dfinical and
administrative racords, including incldent reports.

{R125) 4701.5 BACKGROUND CHECK REQUIREMENT | {R 126}

The erimine] baokground check shall disclose the
criminal history of the prospective emplayee or
contract worker for tha previous seven (7) years,
In all jurisdictions within which the prospective
employee or contract worker has workad or
restded within the seven (7) years prior ta the
check.

This Statute s not met as evidericed by:

Based on interview end record review, the facility
failed to document criminal background checks
disclosed the eriminal history of any prospective
employes or contract workar for the previous
saven (7) years, in all jurisdictlons within which
the prospective employee of contract worker had
worked or resided within the seven (7) years prior
to the check,

The finding ingludes:

The September 28, 2007 licansure survey had
revealed no evidenca of comprehensive
background checks for two direct cere staff. A
staff identifler was Included with the deficiency
report that was sent to Careco. Qn November 7
2007, at 4:45 PM, the Qualified Mental

Health Regulation Adminlatrafion
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| documented for the two newly-hired empioyees

(514 and 515) were limited to the jurlsdictions in
which they had lived during the previous seven
years; The GHMRP falled to disclose a seven
year history of all the |urisdictions where the
employees had worked and/or alleged having
included that factor when securing the
background checks; therefare, verification could
not be gchievad,

el Akl AR Mo vl e s Sl o e O D A

Previously, the September 28, 2067 survey
findings included:

Interview with the Qualified Mental Retardation
Professional and review of the personnel records
on September 27, 2007, at 7:21 PM, revealed
that the GHMRP falled to provide evidence that
criminal background checks were on file and
disclosed a seven year history of all the

‘jurisdictions where the employee reslded and

warked far two direct care staff,

CARECO 05 WASHINGTON, DG 20012
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) FROVIDER'S PLAN OF CORRECTION xs
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TAG REGLULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE OATE
DEFICIENCY)
{R 125}| Continued From page 1 {R 125}
Retardation Professlonal (QMRP) stated that she
thought the agency had run "global" background
checks, to include all jurisdictions in the United
States, for every employee. She agresd to
provida evidence of background checks for the
two previously-identtfied employees, as well as
for two newly-hired employees. On November 8,
2007, review of the dacumentation submitteq by
the QMRP revealsd the following;
1. There was no documentation availabie to ' 1. The HR Director will ensure background checks /1//3/6’_7
verify compliance for the two employees cited in for the two emplayces are completed and ate in
the previaus report ($1 and S2): compliance with regnlations.
2, Instead of “global" background checks, the
criminal eourt records searches that were 2. The HR Dirsctor will ensurc thit the 7-ycar ,z_//a/o?

history of all the jurisdictions where the two
¢mployces bad lived and worked will be completed
per regulations,
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This is a repeat deficiency, See Federal
Deficiency Report dated 10/12/06.
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CARECO

HEALTH CARE PROVIDERS
8115 FENTON ST, SUITE 203 SILVER SPRING, MD 20910
(301) 565-9400 FAX (301) 565-4541

December 13, 2007, 2007

Patricia VanBuren

Acting Administrator

Health Regulation and.
Licensing Administration

825 North Capitol Street, NE

Second Floor

Washington, DC 20001

Re: 6934 9” Street, NW

Dear Ms, VauBuren:

Careco received and responded to the deficiency report constituting non-compliance with 42
CFR 483.460 — Client Protection Condition of Participation in the Medicaid Program,
Intermediate Care Facilities for the Mentally Retarded.

We have implemented our plan of correction, and we believe we ate now in substantial
compliance with the above Condition of Participation.

Sincerely,
: 4
Dennis Lewis '

Director of Operations

Cec:  Medical Assistance Administration
Department of Disability Services
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